The following anaesthetic techniques were considered and discussed with the patient: • Regional via epidural, caudal or spinal routes which were felt to be technically difficult and unpredictable in result. (See Figures 1 and 2 .) • General anaesthesia with possible postoperative ventilation. • Local anaesthetic infiltration.
A mutual preference for local anaesthetic infiltration undertaken electively, emerged.
On the day of surgery, body weight was 44.2 kg, Hb 9.7 g%, systemic blood pressure 120/80 mmHg, maternal heart rate was 88 bpm and foetal heart rate 135 bpm. Fasting was from midnight and premedication consisted of 30 ml 0.3 M sodium citrate one hour preoperatively.
Local anaesthetic infiltration was performed by the surgeon using lignocaine 0.5% with 1 :200,000 adrenaline to a total of 260 mg of lignocaine (52 ml of solution). Supplemental oxygen 6 litres/min via a Hudson mask was applied with intermittent nitrous oxide 30%. A Pfannensteil incision was used, but there was no well defined lower segment with access proving difficult due to pelvic tilt. A live male infant (2.33 kg) was delivered with Apgar scores of 8/1 and 10/5. After delivery pethidine 75 mg, metociopramide 10 mg and syntocinon 10V were given intravenously. Total blood loss was approximately 300 ml, and systemic blood pressure was normal throughout. The procedure lasted eighty minutes.
The postoperative course was uneventful, and the patient felt happy to have further children by this technique.
Case 2
A 34-year-old pnmIpara presented for emergency caesarean section at 37 weeks due to pregnancy-induced hypertension. Blood pressure was 150/105 mmHg. There had been a weight gain of 3 kg over the previous three days, and right upper quadrant abdominal pain had developed. The pregnancy had been uneventful. Past anaesthetic history consisted of uneventful general anaesthesia for reduction mammoplasty thirteen years previously, and four years before that haemorrhoidectomy had been attempted under lumbar epidural but was converted to general anaesthesia.
Preoxygenation for five minutes was performed, and cricoid pressure on induction with lignocaine 100 mg, thiopentone 350 mg, suxamethonium 100 mg.
At laryngoscopy, apart from the usual factors that make obstetric intubations difficult I there was marked pharyngeal wall oedema' with only the tip of the epiglottis v~ible. Several attempts at intubation by two anaesthetists with a variety of introducers, endotracheal tubes and laryngoscope blades were unsuccessful. During these attempts BP increased to 180/120 mmHg. Between attempts intermittent mask ventilation with 100% 02 and a Guedel's airway was very difficult. The patient was allowed to waken, during which there was a brief episode of laryngospasm that resolved with CP AP and 100% 02. The patient was turned into the left lateral position, and spinal anaesthesia attempted unsuccessfully using a 25-gauge needle.
At this stage the patient was turned supine with left lateral tilt and given oxygen at 8 litres/min via a Hudson mask. Caesarean section was then performed under local anaesthetic infiltration by the surgeon using 2% lignocaine 30 ml with 1 :200,000 adrenaline diluted in normal saline 60 ml. Surgical technique consisted of a vertical midline skin incision, with a horizontal lower segment uterine incision. A live male infant was delivered with Apgar scores of 9/1 and 10/5. After delivery sedation was given with intravenous pethidine and diazepam. A further 10 ml of 2% lignocaine with 1 :200,000 adrenaline diluted in normal saline 40 ml was used to close the superficial layers of the abdominal wall approximately 45 minutes after the initial injections. Total blood loss was 400 ml. Blood pressure remained at 140/90 mmHg during the procedure which lasted for 55 minutes.
Postoperatively, there was no fever, and chest and lumbar spine X-rays were reported as normal. Weight loss in the postoperative period was 11 kg in five days, and there had obviously been significant facial oedema which had not been appreciated preoperatively. Whether there is an association between facial oedema and pharyngeal oedema in these patients is unknown.
The patient stated that she felt uncomfortable during the procedure, but was quite accepting and understanding of the need for it. She was discharged eight days postoperatively.
DISCUSSION
Local anaesthetic infiltration is a rarely used technique for caesarean section, and receives only brief mention in a recent review. 2 Most of the literature on this subject comes from lesser developed countries where there may be a single operator, lack of anaesthetic expertise and limited anaesthetic equipment and supplies. 3·5
With case 1, this technique provided a solution where tracheal intubation and ventilation, or central neural blockade was undesirable or impossible. In the Report on Confidential Enquiries into Maternal Deaths 1979-1981, three of 22 deaths attributable to anaesthesia occurred in patients with severe respiratory disease secondary to kyphoscoliosis. 6 Difficult intubation at caesarean section is well recognised. 1 Of the 22 deaths in the above Enquiry,6 eight of the 22 deaths were due to failed tracheal intubation -with four ofthese being due to persistent attempts at intubation. Oedema of the airway can occur in patients with preeclampsia. 7 Case 2 had marked pharyngeal oedema making visualisation of the larynx impossible. This was associated with considerable weight gain and facial oedema which had not been appreciated preoperatively.
Advantages of local anaesthetic infiltration for caesarean section are that the patient is awake with fully protective airway reflexes, it avoids haemodynamic changes, residual paralysis and other disadvantages of central neural blockade. There is no delay with this technique and surgery can start immediately.
The patient and the surgeon must both be agreeable and cooperative, and, as with other regional techniques, full resuscitative drugs and equipment must be available. The operator must plan ahead so that the area is adequately infiltrated prior to incision, with gentle tissue handling. This technique has been used in the presence of previous caesarean section,3 but may make local infiltration and adequate analgesia more difficult to achieve.
Other techniques have been suggested by different authors. A local field block of the lower abdominal wall, 8 an 'arrowhead' field block where T 1 0-12 are blocked bilaterally in the mid-axillary line with blocks of ilioinguinal and genitofemoral nerves as they emerge from the inguinal ring. 9 MacIntosh 10 warns against some field blocks and in particular rectus sheath block in patients with abdominal distension, be it due to a gravid uterus or whatever, as the anterior and posterior layers of the sheath are almost in apposition and perforation of the peritoneal cavity may occur. The fat layer is poorly innervated and a large amount of local anaesthetic may be wasted in this area. 9 The peritoneum can be anaesthetised topically by pouring in 1 0 ml of local ananesthetic. Mopping of the peritoneum rather th~n wiping it or using a sucker is less stimulating. A 22-gauge spinal needle may be of benefit for infiltration.
Blood loss in the two cases presented was less than 500 m!. A series of 66 patients 5 reported less than 500 ml for four patients, with only five patients losing greater than one litre. The use of various agents have been described, procaine 0.5%_1.0%,3,5,8 prilocaine 0.5%2 and lignocaine 0.25%-0.75%.11
The volume required can be up to 100 ml which may not all be used initially, as reinfiltration of the superficial layers may be necessary on closing the wound.
The infiltration of such large volumes increases the risk of local anaesthetic toxicity to mother and child. It is important that the anaesthetist supervises local anaesthetic infiltration so that reactions can be anticipated and avoided.
Obviously postoperative analgesia will be brief for this technique and other forms of analgesia may be necessary. One of the patients would have been happy to have a repeat caesarean section using the same technique. A study of 141 patients having caesarean section using local anaesthetic infiltration showed that 61 had a second caesarean, 14 a third and two a fourth with only three requesting general anaesthesia. Although clinical situations where local infiltration anaesthesia for caesarean section is indicated are rare in modern anaesthetic practice, there may be occasional reasons for the use of this technique when general anaesthesia or central neural blockade may be contraindicated or undesirable.
